ABSTRACT Official United Kingdom figures record annually 1400 deaths and 145 000 sufferers from chronic effects of occupational injury and disease. Evidence indicates that occupational disease directly due to work is underestimated. With more understanding of the multiple causes of disease, the concept ofwork related disorders has broadened to include four categories: work as a direct cause, a contributory cause, or an aggravating factor, and work offering easy access to potential dangers (alcohol). As an example, work factors that increase the risk of coronary heart disease are discussed. Evidence for work stress as a causal factor and the role of leadership are considered. Prevention depends on identifying risks, preferably before anyone is exposed, but more commonly through recognition of adverse effects on workers. The need for occupational health services to have health promotion programmes that include screening for disease and its precursors, counselling and education, is considered. The positive effects of work itself as a protector and promoter of health are discussed. Responsibility for improving health has to be shared by government, management, trade unions, health professionals, and the individual worker.
Opportunities in workplaces for improving health include protection against injury and disease and health promotion. Work itself can also be a protector and promoter of health. Protecting workpeople from injury and disease is required by law and is accepted as an essential function ofan occupational health service.
Less than halfthe British workforce has access to these services,' many of which are restricted because their staff are not professionally trained to practise occupational health.
Health promotion is given special emphasis in a recent government white paper2 but there is no mention of occupational health services contributing.
Not all employers or doctors would agree that health promotion in the sense of changing people's life styles is a function of a worksite health service. I having a negative influence on health, much of the stress engendered by a distasteful or hazardous occupation can be prevented by eliminating or controlling adverse environmental factors. Work can have a positive effect on the health of people in their old age who are said to be kept alive by work or hobbies stretching body and mind. For the severely disabled work, not necessarily paid work, can dramatically improve their quality of life and well being. Promoting better health depends on measures to change life styles, to prevent disease, and to treat illness. It is necessary to have the type ofsociety that offers a useful and rewarding role for the disabled and the aged.3 Health protection Work related injury and disease, caused by known adverse environmental agents, offer considerable scope for prevention. Once identified they have to be controlled; too often they are regarded as an inevitable consequence of work. Work place hazards are many and varied (table 1) . Schilling by hazards in the workplace have been considered. This was the scope of occupational medicine in the 1930s when I became an assistant physician in a factory in the Midlands. The distinction between occupational and non-occupational disease was encouraged in order to define and limit areas of responsibility and to preserve the status of occupational medicine as a separate specialty. A better understanding of the multiple causes of disease and more advanced techniques for identifying risk factors in common disorders such as coronary heart disease (CHD) has broadened the concept of occupational health. In a working population disease can be thought of as the product of many interacting causes. These may be grouped as host factors inherent in the worker, such as atopy, factors in the work environment, and individual behaviour-for example, smoking and attitudes to personal safety.7 Thus it is possible to visualise four categories of work related disorders (table 3) .
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The identification of diseases and injuries in categories 1 and 3 is relatively straightforward provided that the patient's occupation is borne in mind. The course and severity of a non-occupational disease may be influenced in various ways. Psoriasis may worsen when there is work stress or in areas of skin irritated by mechanical, chemical, or physical agents (Koebner's phenomenon). Exposure to inert dusts may trigger asthmatic attacks in people with hyperreactive airways. In some conditions such as chronic bronchitis and peptic ulcer it is difficult to distinguish between work acting as -a causal, provocative, or aggravating agent. Ifthe adverse work effect has been identified this distinction is relevant to common law compensation but not to patient care. Category 4, work related disease, may be observed in individuals or identified by studies of occupational groups. The classic example is liver cirrhosis in innkeepers and bar tenders. A high risk of suicide in medical laboratory workers is a more recent finding.8 Preventing these catastrophies is difficult and sometimes impossible. Limiting access to the harmful agent with counselling and support programmes may be helpful. Category 2, work related disease, includes conditions such as CHD, hypertension, mental illness, and low back pain.9 Good leadership, I believe, stems from two qualities-namely, professional competence combined with a sense of caring for others and for their health and safety which is given the same priority as profit making and the public image of the organisation. Cutting corners on safety was a major factor in the underground railway disaster at King's Cross.'8
IDENTIFICATION AND PREVENTION OF RISKS
Risks have to be identified and preferably predicted and dealt with before anyone is exposed. Toxicity testing is required for new substances. Agents known to be toxic, such as carcinogens, can be prohibited; others that are less toxic can be controlled at the design stage. More commonly, risks come to light through 686 adverse effects on workpeople. Data on deaths and sickness, routinely collected by government departments and pension and funeral benefit schemes can help to identify risks. Not designed for this purpose, they have shortcomings. Special health information systems-for example, RIDDOR'9 and registers for occupational diseases and cancer90-have been set up by government departments and other organisations to obtain more reliable facts about adverse work effects. Nevertheless, routinely collected data, on their own, are no guarantee of finding the right answer. There is no substitute for going to the workplace to observe workers. The London School of Hygiene was asked to investigate Dogger Bank itch, an acute and debilitating skin disease affecting Lowestoft trawlermen.2' While at sea on a trawler, deck hands told me that we should be studying accidents among trawlermen. Their death rate was known to be high; the official figure, published by the Registrar General, was three times the rate of all men and below that of coalmining and other dangerous trades. 22 Further investigation showed that deaths at sea were recorded separately by the Registrar General for shipping and seamen. Taking deaths at sea into account, the true risk of fishermen's fatal accidents was found to be 17 times greater than that of all men. Early in 1968 this excessive risk was brought home to the public by the loss of three trawlers and 58 men within a few weeks and was followed by an inquiry into trawler safety. 23 On several occasions, by going to the worksite and talking to workpeople, I have been put on the right track or taken offthe wrong one.' The first field survey we made of cotton workers was to examine them for hypertension because the Registrar General's data showed an apparent decline in respiratory deaths and an increase in cardiovascular and renal deaths among the men most exposed to dust. We found little of interest in their blood pressures but many of them had byssinosis which for some was disabling and at that time had been thought to be under control. On a trawler on another occasion I observed that deck hands looked old and tired after days of continuous fishing. Perhaps they were aging prematurely under their severe working conditions. I asked one who looked at least 70 how old he was. He replied 56. When I told him that that was my age, he was staggered and remarked "I thought you were ten years older than me." So ended my theories about early senility among trawlermen.
Successful prevention depends on identifying hazards and then eliminating or controlling their causes. Health surveillance is an additional control measure undertaken by the physician or nurse. It can identify the vulnerable worker, encourage safer working, and indicate where environmental control is inadequate. Health surveillance is essential for people Schilling such as airline pilots, drivers, and food handlers whose disability may adversely influence the health and safety of fellow workers and the public.
Promoting health
The government has outlined plans to encourage family doctors and primary health care teams to contribute to the promotion of good health.2 Occupational health services are excluded presumably because, except in hospitals, they are not part of the National Health Service. Many occupational health services in larger organisations in the United Kingdom and other countries have health promotion programmes which include:
(1) screening for blood pressure, serum cholesterol, obesity, life style factors, and breast and cervical cancer in women.
(2) counselling and education on smoking, diet, alcohol, and exercise. 25 There are cogent reasons for health promotion programmes in workplaces. Occupational health services have ready access to people before they get sick. Economic benefits to the employer should follow the reduction ofunnecessary disability and the promotion of better health. What is needed is good evidence of the effectiveness of coordinated health promotion programmes in British workplaces.3
Worksite health promotion has become an American phenomenon for cultural and economic reasons. Participation in fitness and wellness is booming and is now an important part of their culture with millions dedicated to jogging and other pursuits. American business and industry pay an estimated 30% of the national health bill by providing medical insurance as an employee benefit.26 Worksite wellness programmes aim to keep employees healthy and to reduce health care costs and disability claims. A few studies have shown that interventions lead to reductions in risk factors such as serum cholesterol, blood pressure, and smoking. It is too early to measure actual impact on disease.27 There are compelling data from the studies of cost benefits, such as a saving to cost ratio of 1:45. Only rarely have interventions in such programmes included alterations in work organisation, such as stressful management styles, the content of boring work, and noise abatement.
The worksite is the best place for taking action to prevent work related injury and disease. It is also an appropriate setting for a broader approach to promotion and prevention. 
